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potential benefits of a yearly physical examina-
tion are obvious.

Until a technique of greater accuracy and
logistic simplicity becomes available, annual Pap
tests should be recommended in all but clearly
low-risk women. RICHARD H. NALICK, MD
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Use of Glucocorticoids in
Promoting Fetal Lung Maturation
DESPITE SIGNIFICANT ADVANCES in neonatal in-
tensive care, the respiratory distress syndrome
(RDS) in prematurely delivered infants is still as-
sociated with a high degree of morbidity and
mortality. In an attempt to reduce the incidence
and severity of RDS, the maternal administration
of glucocorticoids 24 to 48 hours before the
delivery of a premature infant has become part of
our medical armamentarium.
The fetal lung is reported to be rich in gluco-

corticoid receptors. Glucocorticoids apparently
cause cytodifferentiation of type II pneumocytes
and stimulate the production and release of sur-
factant by induction of the enzyme phosphoryl
choline transferase. The end point being an in-
crease in the lecithin:sphingomyelin (L:s) ratio
indicating pulmonic maturity.
The original indication for the use of gluco-

corticoids was in a patient in premature labor,
with intact membranes. This indication has been
broadened to include those patients with ruptured
membranes and without evidence of infection.
Most studies have failed to show any statistically
significant increase in maternal or neonatal infec-
tions with the use of glucocorticoids in patients
with premature rupture of membranes.

Obstetricians have been cautioned against the
use of glucocorticoids to promote pulmonic ma-
turity in pregnant women with severe hypertension
because of a reported increase in antepartum fetal
deaths. Steroid induced compromise of an already
compromised placenta is the purported mecha-
nism of action. However, others have shown that
under controlled conditions, glucocorticoid ther-
apy need not be an absolute contraindication in
the hypertensive pregnant patient.

Concern has also been expressed as to whether
the use of glucocorticoids could adversely affect

the developing fetus or neonate. Studies in ani-
mals have shown an inhibition in growth and
brain development; a reduction in the absolute
number of circulating B and T cells, as well as
neonatal adrenal insufficiency. Again, evidence
for these comes mostly from studies in animals.

Whether betamethasone or dexamethasone is
used is not important except perhaps that the
latter has been reported to have increased binding
to fetal lung receptors. What is important is that
glucocorticoids have been shown to be effective
in accelerating pulmonary maturity only in infants
born at or before 32 weeks of gestation. The use
of steroids after 32 weeks has not influenced the
L:S ratio. Also, glucocorticoid therapy offers no
protection when given less than 24 hours before
delivery.
The role of glucocorticoids in accelerating lung

maturity has been firmly established. However,
what remains to be determined is whether the
potential risks outweigh the intended benefit. Ste-
roid therapy requires care and discretion and
should be accompanied by adequate follow-up to
study any possible adverse effects.

STEPHEN M. LIEB, MD
REFERENCES

Hallman M, Gluck L: Development of the fetal lung. J Perinat
Med 5:1-31, 1977
Nochimson DJ, Petrie RH: Glucocorticoid therapy for the in-

duction of pulmonary maturity in severely hypertensive gravid
women. Am J Obstet Gynecol 133:449-451, Feb 1979
Taeusch HW Jr: Glucorcorticoid prophylaxis for respiratory

distress syndrome: A review of potential toxicity. J Pediatr 87:
617-623, Oct 1975

Kitzmiller JL: What are the risks of giving steroids to prevent
RDS? Contemporary Obstet Gynecol 13:52-60, Mar 1979

A Second-Look Operation in the
Management of Patients With
Carcinoma of the Ovary
MUCH OF THE CONFUSION caused by the concept
of a second-look laparotomy relates to the ladk
of a consistent definition. Second operations in
patients with ovarian carcinoma are frequent and
usually are related to therapy. These include, for
example, surgical relief of intestinal obstruction
as well as second attempts at tumor reduction.
The term second-look laparotomy, however,
should be reserved for those instances in which
the procedure is carried out on a patient under-
going chemotherapy who appears clinically to be
free of disease. The purpose of the operation is to
document the patient's disease-free status, so that
chemotherapy can be discontinued. The reported
increased incidence of acute nonlymphocytic leu-
kemia in patients on prolonged alkylating-agent
therapy has precipitated interest in this procedure.
The second-look operation is far from a simple
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procedure. If one chooses to do a laparoscopy, it
should be understood that it is frequently followed
by a formal laparotomy. If gross residual disease
is present, which is not considered resectable,
biopsy specimens should be obtained and lapa-
rotomy may be deferred. If, however, visualization
is inadequate to make such a decision, or no
disease is seen, it is mandatory to proceed with
abdominal exploration. If resectable disease is
present, it should be removed. If no gross disease
is present, a thorough, complete and systematic
exploration of the abdomen should be carried out.
This should include washings of the pelvis and
colic gutters for cytologic examination. Strand-like
adhesions should be excised and sent for patho-
logic review. Biopsy specimens of the infundibulo-
pelvic ligament stumps should be obtained. Ran-
dom biopsies of the pelvic peritoneum are also
suggested. If the uterus, tubes, ovaries or omentum
are present, they should be removed. The retro-
peritoneal space is to be opened and the peri-
aortic nodes sampled. Diaphragmatic biopsies
are also of importance. It is imperative that this
procedure be carried out through an incision
which allows total visualization of the intra-
abdominal contents. Only after such an operative
procedure has failed to show residual carcinoma
can chemotherapy be discontinued with confi-
dence.

The largest reported series on this subject
comes from the M. D. Anderson Hospital in
Houston. Of 103 patients in whom second-look
procedures were done, 23 patients were found to
have no evidence of carcinoma. Of these patients,
19 remain clinically free of disease and are not
receiving chemotherapy. In four who were free
of cancer at the second-look operation, recurrent
disease developed after therapy was discontinued.
All had received only four courses of chemo-
therapy and the possibility of adequate sampling
at the time of laparotomy was raised. Of the re-
maining 80 patients with tumor present at lapa-
rotomy, there was complete removal of all tumor
in 29. Of these 29, 14 are living without evidence
of disease, 7 are alive with cancer and 8 are dead
of disease.
The use of second-look laparotomy in patients

with ovarian carcinoma has the advantage of
identifying those patients in whom chemotherapy
can be successfully discontinued as well as the
subgroup of patients who can be rendered disease
free by surgical resection. The latter group may

indeed benefit by the more aggressive chemo-
therapeutic regimens now being developed.

THOMAS W. CASTALDO, MD
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Microsurgery in Gynecology
OCCLUSION OF THE FALLOPIAN TUBES accounts
for approximately 20 percent of the causes of
infertility. The occlusion may have resulted from
infection with associated damage to the endosal-
pinx, or from a sterilization procedure. Tubes can
be repaired surgically and, until recently, the in-
struments and sutures were the same as those
used for most gynecological operations. The types
of tubal surgical procedures done consist of (1) re-
implantation of a tube occluded at the cornual
end, (2) reanastomosis of separated portions of
tube, (3) salpingostomy and (4) separation of
peritubal and fimbrial adhesions.

Microsurgery, which has been used in other
surgical specialties for several years, was brought
into the gynecologist's armamentarium by Kurt
Swolin, who published the first series of tubal
repairs by this technique in 1967. The advantage
of microsurgery is that it permits the use of small
needles and fine sutures ranging from 5-0 to 10-0
in size. In order to use these materials an operat-
ing microscope with magnifications of X 5 to
X 20, or loupe with magnifications of X 2.5 to
X 6, is necessary. By using these instruments a
gynecologist can reanastomose two separate ends
of a fallopian tube in two layers, with a few fine
sutures through the muscle layer and slightly
thicker ones through the serosa. Bleeding is con-
trolled by a bipolar cautery with a fine needle tip.

Tubes with the endosalpinx damaged by infec-
tion will continue to respond poorly to surgical
therapy. Tubes which have had a segment re-
moved for the purpose of sterilization, leaving
two healthy portions, are ideal for repair. In these
cases, two-layered reanastomosis can be obtained
by microsurgery. Successful reanastomosis as
shown by a subsequent pregnancy will depend on
the skill of the operator, and should be at least
40 percent.
An important point in the workup before op-

eration is to ensure that the couple does not have
an additional cause for infertility, such as oligo-
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